The oral mucosal melanoma (OMM) comprises less than 1% of all malignant melanomas. Most mucosal melanomas occur in occult site, which together with lack of early and specific signs contribute to late and poor diagnosis. Because of their rare ness, the knowledge about their pathogenesis and risk factors is insufficient, and also there are not well-established protocols for staging and treatment of mucosal melanomas with lympha denopathy. Surgery is the mainstay of treatment. Radiotherapy and other adjunctive therapies can provide better local control in some locations, but did not show improvement in survival. In this article, we present a case of 52yearold female with OMM (excision performed elsewhere) presenting with large left upper cervical swelling after 2 years postexcision. We will review the literature that help us in taking decision in the management of OMMs in light of following patient.
INTRODuCTION
Primary oral mucosal melanomas (OMMs) are far less common than their cutaneous counterparts. The incidence of OMMs varies between 0.2 and 0.8% of all melanomas in Europe and US. 1, 2 In the US, OMMs account for < 1% of all melanomas, with an incidence of OMM being 1.2 cases per 10 million people per year. 3 However, OMMs made up 7.5% of all melanomas and constituted 34.4% of all mucosal melanomas in Japan. 2 OMMs often occur in patients from 40 to 70 years of age with mean of 53 years. 2 The most frequent site are palate and maxillary gingival, accounting for more than 50% of all OMMs. 3 Mucosal melanomas tend to present at a higher stage, and are more aggressive and in a vertical growth phase of the disease. 3 Therefore, the prognosis of OMM is very poor, and 5-year survival rate for OMMs is very low, ranging from 13 to 22%. 1, 4 Because of the less-common occurrence of OMMs, tumor progression, biologic behavior, treatment modalities, prognosis of OMMs are usually obtained from case reports and small series studies. The purpose of present article is to report and review a post excision oral mucosal melanoma presenting with large left upper cervical neck swelling and to consider the facts to decide when to perform elective neck dissection.
CASE REPORT
A 52-year-old female presented to our institute with large left upper cervical painless neck mass which was gradually progressive to reach a present size in 9 months duration. History disclosed that she had an excision of pigmented nodular lesion from retromolar area 2 years back (Fig. 1) . Histopathological examination of nodular lesion revealed to be a malignant mucosal melanoma (Figs 2 and 3 ). Wait and watch policy was considered by attending surgeon. Intraoral examination was noncontributory. On neck examination, 12 × 10 cm upper cervical lymph nodal mass which was nontender, local temperature was not raised, hard, mobile with no fixity to underlying musculature or skin (Fig. 4) . Fine needle aspiration cytology (FNAC) report suggested malignant melanoma. A whole body contrast-enhanced computed tomography (CECT) scan was performed to know the extranodal metastasis all over the body which showed no clinicoradiological abnormality. Patient was posted to undergo radical neck dissection clearing up level I, II, III, IV, V, sternocleidomastoid, internal jugular vein, spinal accessory nerve along with submandibular gland. The specimen was removed in toto. Gross specimen exa mination showed 11 × 9 × 5.5 cm with salivary gland 4 × 2.5 × 2 cm with 41 lymph node with largest of which markedly pigmented and 6 cm diameter in level II. Histopathological examination revealed tumor metastasis in ijhns review Article 06/65 at level II extranodal involvement of soft tissue and infiltration of tumor in salivary gland. Muscle and vessels are free (Fig. 5) . Examination was suggestive of malignant melanoma.
DISCuSSION
The mucosal membranes are rare sites for primary malignant melanoma. The presence of melanocytes in the mucosal membrane of respiratory, urogenital and alimentary tract explains the occurrence of malignant melanoma in these sites. The initial symptom and sign of OMMs is often a pigmented growth or swelling. The surface may be smooth, with an intact or ulcerated overlying mucosa. The color may uniformly brown or black or may show variation of color, with black, brown, gray, purple and red shades or depigmentation. 5 Other presenting signs and symptoms include blee ding, ill-fitting dentures, pain, increased mobility of teeth and delayed healing of extraction sockets. OMM is more aggressive and abundant blood supply of the oral cavity may permit blood vessel invasion and hematogenous dissemination early in course of the disease. 6 Regional lymphadenopathy may be present and connotes a poor prognosis. 7 When oral pigmentation cannot be confidently diagnosed as benign on clinical grounds, a biopsy is mandatory. An excisional biopsy with a 1 to 2 mm margin for small lesion or an incisional biopsy through the thickest or the most suspicious part of the tumor in case of large lesion is required. 8 Fine needle aspiration or exfoliative cytology of primary pigmented lesion is contraindicated. It has been suggested that cutting into malignant neoplasm during an incisional biopsy or other invasive procedure could result in accidental dissemination of malignant cells within the adjacent tissues or even in the blood or lymphatic stream, with the subsequent risk of local recurrences or regional or distant metastasis. 9 Oral mucosal melanoma can be histologically subclassified into: (1) in situ melanoma, which is limited to the limited the epithelium and epithelial connective tissue interface, (2) melanoma with invasive pattern, in which the neoplasm extends into connective tissue and (3) melanoma with combined pattern of invasive melanoma with in situ component. in the follow-up period revealing an adequate resection extent. In patients with tumor thickness of 1 to 2 mm local recurrences were found in both study groups of patients receiving resection margins of 1 or 3 cm without significant differences, although more were found in the 1 cm group. 15 The evidence that resection of 1 to 2 cm around the tumor are sufficient and show similar results in local control and overall survival. 16, 17 The surgical resection within oral cavity remains problematic because wide resection margins require also reconstruction technique after tumor ablation to avoid mutilation, functional impairment and poor quality of life. [18] [19] [20] Regional lymph nodes are the most common sites of metastases for all melanomas. Palpable lymph nodes in neck or fixed to the adjacent tissues should be suspicious for metastases. Radiologically, lymph nodes larger than 1 cm must also be considered to be involved by metastases. There exists a correlation between the tumor thickness and the occurrence of regional lymph node metastases. Primary lesions less than 1 mm thickness are considered to yield a rate of < 10% lymph node metastases, 1.01 to 2.00 mm are accounting for about 20%, 2.01 to 4.00 mm are accounting for 33% and > 4.00 mm are associated with a risk of lymph node involvement of more than 40% at the time of staging. 21 Another study evaluated an exponential increasing of lymph node metastases if the tumor becomes thicker. A thickness of 0.76 to 1.50 mm was associated with regional lymph node metastases in 2 to 25% of cases. In tumors with a thickness between 1.51 and 4.00 mm, the rate of regional lymph node developed to 57%. A tumor thickness larger than 4 mm was associated with microscopic presence of metastases within lymph nodes. 22 There has been evidence that lymph node dissection resulted in an increase of overall survival compared to patients receiving palliative treatment to the neck only. 22 Negative lymph nodes are strong prognostic factor for survival, whereas lymph node metastases yield a 6 times higher relative risk for death. 23 Patients who suffered from oral mucosal melanomas are often diagnosed at an advanced stage followed by ulceration, microsatellites or regional nodal metas tases. 10, 11, 18 This high rate of regional lymph node metas tases means that patients at risk should considered for therapeutic elective neck dissection with a low threshold for surgery. Although no randomized trials on the treatment of the regional lymph nodes for oral mucosal malignant melanoma exist due to its rarity of this tumor, there is little doubt about this treatment approach. 18, 23 As the OMMs are very aggressive and the texture of mucosa is different from the cutis with an earlier occurrence of lymph node metastases, there is actually no role of sentinel lymph node technique, as the risk of surgery and radiation than in patients receiving radiation alone (5 months).
Principles defined for treatment of all melanomas should be performed by wide resection. Surgical margins also depend on the thickness of the tumor. In patients with tumors less than 1 mm thickness, a surgical margin of 1 cm has been shown to be ade quate, compared with wide tumor margin resection of 3 cm. 15 None of these patients developed local recurrences micro metastases, has to be excluded by standard therapeutic neck dissection.
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ROLE OF ADJuVANT THERAPIES BESIDES SuRGERY
The most established therapies besides surgery are radiotherapy and cytotoxic chemotherapy. Radiotherapy has been used to control local recurrence. 16 Studies have not shown increase in survival rate with cytotoxic therapies.
TREATMENT PROTOCOL FOR OMMs
On the basis of literature reviewed, we would like to suggest our protocol for the treatment of OMMs with or without lymphadenopathy to help in surgical decision making: Relation between depth of invasion and lymphadenopathy 
CONCLuSION
The incidence of oral melanoma is very low, and results of the treatment are still poor partly due to the advanced stage of tumor at presentation. No single management strategy or guideline can be considered the standard of care on the basis of current data. To date, due to the rarity of this tumor entity, no randomized trials exist demonstrating any optimal treatment algorithm.
The tumor thickness is a variable that most accurately determines therapy and prognosis; therefore, the extent of surgery margins should be decided based on the invasive depth of the primary lesion, the neck addressed on the basis of imaging staging. The suggestive treatment protocol by us can be helpful in surgical decision making and proceed in stepwise manner for the management of oral mucosal melanomas.
